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. In their Comment article, these authors reported on the prevalence of, risk factors for and occupational outcomes associated with physician burnout. We salute the authors' efforts to provide the reader with an overview of burnout among oncologists and we recognize the importance of combatting chronic occupational stress in this profession; however, we argue that the authors' article does not adequately articulate the limitations of research into physician burnout and overlooks important findings pertaining to this area of research.
First, Murali and Banerjee indicated that a "substantial proportion of physicians" 1 suffers from burnout. More specifically, the authors mentioned a 71% mean prevalence of burnout among European oncologists. Problematically, the authors' claims are based on findings that are clinically and nosologically foundationless 2 . Currently, burnout is not a nosological category and no (differential) diagnosis for burnout exists 2, 3 . No consensus exists, for instance, on the symptoms that should be considered in clinical assessments of burnout; the minimal required severity, duration and frequency of these symptoms; or the expected effects of the exhibited symptoms on the patient's (work) life. Because what constitutes a case of burnout is undefined, the prevalence of the syndrome cannot be established. As highlighted by many investigators, the estimates of the prevalence of burnout reported in the research literature involved the use of arbitrary cut-off scores that were not designed for diagnostic purposes [2] [3] [4] . Burnout has formally been described as a syndrome combining a 'high' level of emotional exhaustion, a 'high' level of depersonalization and a 'low' sense of personal accomplishment; however, what 'high' and 'low' mean in this formal description remains elusive. Moreover, in many studies of the prevalence of burnout, participants were categorized as 'burned out' on the basis of their reaching a threshold score for only one of the three dimensions medical errors. This affirmation should be considered with caution. As pointed out by Tyssen 9 , a link between physician burnout and job performance has been documented in studies using subjective (self-reported) measures of performance rather than objective indicators of performance (for example, formally recorded medical errors) 9, 10 . More research is needed to determine the threshold at which burnout symptoms alter not only perceived but also actual functioning at work 9 . Burnout has become a popular construct in occupational health research, but fundamental problems affect both the conceptualization and the measurement of the syndrome 3, 5 . We urge researchers to, first, pay more attention to the limitations in our knowledge of burnout so as not to promulgate inaccurate and potentially misleading information and, second, define burnout at a nosological and diagnostic level. That burnout researchers remain unable to validly distinguish an individual with burnout from an individual without burnout despite >40 years of research on the syndrome is of great concern. Resolution of this problem should be a priority if burnout research is to progress.
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